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TN9003 04/04/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ASBURY PLACE AT JOHNSON CITY 105 WEST MYTRLE AVENUE
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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DEFICIENCY) |
N 002 1200-8-6 No Deficiencies N 002
This Rule is not met as evidenced by:
During complaint investigation of #29011,
#29508, & #28674, conducted on April 2-4, 2012, |
at Asbury Place At Johnson City, no deficiencies |
were cited in relation to the complaints under '
1200-8-6, Standards for Nursing Homes.
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